I have a number of studies in which both of these have been used, the sixteen P.F. and M.M.P.I.; the latter describes and the former explains, and there is no real inconsistency.
Since you mention the Rorschach, I would like to kick it a bit while it is on exhibition. I am surprised how long psychiatrists have hung on to the Rorschach, in view of the definitely low validity it has shown in research. Here is just one test, which for some has some kind of magic fascination. There are about 400 different objective personality tests now involved in these objective analytic test batteries which I have described. You measure personality factors with much greater reliability by such batteries, but I suspect what we are really up against in trying to get progress in their use is that many older psychologists have ego involvement of their skills in the Rorschach. People have a lot of learning invested in the Rorschach and though newer research products have come up since, they are unwilling to change. Indeed, something like the machine-wrecking spirit of the eighteenth century appears when the new techniques threaten THE CHAIRMAN: Dr. have some comments? DR.B. C. SCHIELE: I enjoyed these three papers. I know how it is when you try to explain how to make an atomic bomb in five or ten minutes-you cannot do it.
I have difficulty in discussing these three excellent papers because of the semantic problems in psychiatry and the behavioural sciences. Clinicians are pretty well agreed that there are a number of varieties of depression and that anxiety commonly appears as a symptom and also plays a role in the genesis of these disorders. However, we have much trouble in communicating exactly what we mean when we discuss these things. Behavioural phenomena are very complex and this makes it seem that psychiatry has more semantic difficulty than other fields. This may not be so-as someone just said, the neurophysiologists are a long way from explaining and understanding human emotions.
I would like to ask Dr. Cattell to comment on the Minnesota Multiphasic Personality Inventory (MMPI) developed at the University of Minnesota some years ago. I have found this test very helpful. It takes almost none of the doctor's time, yet it offers an objective check on his clinical judgment. It may be used as an aid in diagnosis or as a measure of progress.
THE CHAIRMAN: Before Dr. Cattell answers that I would like to ask if Dr. Schiele uses the multiphasic, as most of us do. When the results support it we say it is wonderful, and when they do not we say, "Well, like the x-ray and everything else, everyone makes mistakes". DR. R. B. CATTELL: I think the Minnesota multiphasic and the sixteen personality tests are not really in competition because they are aiming at different things.
The Minnesota multiphasic was, after all, made up on the basis of hitting clinical to produce technological unemployment of Rorschach users.
DR. B. C. SCHIELE: A further comment about your comment: I would like to cite an example of an experience I had almost twenty years ago when the MMPI was very new. I had a young woman in the hospital with a rather severe depression and a great deal of anxiety. She was not psychotic and I was treating her with psychotherapy intensively. We were getting along just fine and the patient was improving. Ten days later when the profile was available, it showed a slight elevation on the No. 2 or depressive scale, as you might expect, but it had a large elevation on the No.8 or schizophrenic scale. I told Dr. Hathaway, the chief author of the test, "Your test is wrong. I know this patient well, and there is nothing schizoid about her". He suggested reviewing the items of the schizophrenia scale with the patient. To the question about unusual experiences, she said, "Every time I go out to the milk shed at home I see my dead father's face". This and other similar responses showed me that the 550 items on the test had picked up some points which I had overlooked.
Though the patient eventually did well, her course was stormy with several periods of relapse. I was grateful to have been forewarned of this possibility by the high Sc score.
Let me stress again that this test does not take the doctor's time. He can order an MMPI and read the results with about the same effort as with a complete blood count.
THE CHAIRMAN: Is there any further discussion on these questions? DR. A. L. JONES: I agree about the confusion in the use of the term agitation. I use it in linkage with depression in the specific agitated depression syndrome where one sees, usually in the older age group, a person who is restless, wringing his hands, overstimulated in action and thought, with preoccupying ideas of unworthiness, delusional elaboration of guilty feelings or hypochondriacal symptoms and despair. I may use 'agitation' also to describe the hyperactivity of the anxiety state.
But I think one errs in supposing that agitation is a sign or result of anxiety in all cases. The hyperactivity may rather be in some cases a manifestation of central nervous system excitation, the obverse of the inhibition one sees in a retarded depression, and determined by constitutional or cultural factors. Here, however, one is proceeding by conjecture".
THE CHAIRMAN: Would anyone like to clarify that? DR. K. A. YONGE: The term agitation, I think, is used to describe a state of severe depression accompanied by a great deal of anxiety. Features of anxiety with great restlessness, exemplified in the patient who wrings his hands and paces the floor, are mixed with the essential features of depression. Because this occurs characteristically in depressions in the involutional period and also often in the older age groups, the sixties and seventies, such states of agitation tend to be regarded as distinct syndromes. It seems to be more accurate to consider them as states of depression accompanied by features of anxiety.
THE CHAIRMAN: I think it will become apparent that our use of these terms and our classification in this field of depression is extremely unsatisfactory. As far as I personally am concerned it is a: great deal more unsatisfactory than it was twenty years ago. Twenty years ago I had no doubt there were retarded depressions, there were agitated depressions, they had certain pathology, a certain prognosis, a certain life history after you treated them, and this was just wonderful. Now I have seen many of the patients come back fifteen years later that I origin-ally called an agitated or involutional melancholia, a very typical manic depressive. I am completely confused about the classification "depression". I think what Dr. Jones has said is true. When we recognize this agitated depression in which the person, in terms of motor behaviour, is showing agitation and restlessness, their body complaints are usually delusional-"My bowel don't move", and so on and so on and so on. In the reactive, the person is clearly depressed and has a lot of features we think about as ordinary anxiety, cardiac problems and so on. In my own mind I would distinguish the two in that way.
DR. G. BRAM: This problem of classification faces all concerned when dealing with depression.
DR. B. C. SCHIELE: Since we have had so many anti-depressive agents in the last few years this has become an exceedingly practical problem. The question arises, do drugs of the stimulating type make agitation worse?
The most common type of depression is the so-called agitated type of depression. The patient is not necessarily psychotic, but is very anxious and restless. This type of depression occurs most commonly in people who have been anxious, worrisome, uneasy types of persons.
I would be interested to know if Dr. Gunn would agree.
DR. D. R. GUNN: Yes, indeed I do. Dr. Schiele has given us an excellent example of the type of patient in whom the correct diagnosis can very easily be missed, especially by the busy general practitioner who has had little psychiatric experience.
I think this might be an opportune time to suggest that a very important role for a psychiatric group is to assist our non-psychiatric colleagues in learning to recognize this fact and to realize that so many of these agitations, the restlessness -the patients, as you say, mention "I'm not depressed", but who really are-do require treatment for their depressions. The need for this is, I think, apparent when we consider how often the restless, agitated patient is given something for the restlessness instead of treatment for the basic underlying depression.
DR. O'REILLY: I want to take issue with one statement of Dr. Gunn's. I think if you take a careful history, as he suggests, in all the cases you will find factors which quite obviously have played an important role in the production of the depression. Psychotics may be involutional and certain personalities are involved in this. We have also the large manic-depressive group of depressions.
Regarding semantics again, I think we have to reclassify depression. The way I look at depression, there are two types and I am going to introduce a word which has not been used here this morning. I type them as psychotic depressions and neurotic depressions. I think that it is very important to delineate or mark out what type of depression they have.
Psychotic depressives to my mind are the ones who demonstrate marked agitation or psychomotor retardation and they may have delusions of the usual type one finds in depression. A neurotic depressive is usually one who has had difficulties most of his life-there is usually a history of neurotic maladjustment.
In studies I have undertaken using this kind of a formula, I have found that this has helped me in deciding what type of treatment I give these people. For instance, in a small study I did lately I found that with monoamine oxidase inhibitors-in eighty percent of the cases of neurotic depressives I got good results and poor results in deep depression, psychotic depressions. I think this type of demarcation is good, but of course you may get some overlapping. I think the neurotic depression is the one that has been missed most constantly.
There was a study done by some people in private practice in the United States where the referral sugge~1:ed a type of anxiety reaction, whereas in fact they found in eighty percent of the cases there was underlying depression. It is this kind of neurotic depression that the general practitioner is missing, and it is this type that causes some trouble at times because after all these people do commit suicide just as well as the psychotic depressions.
DR. D. R. GUNN: This is an example of a problem which seems to me to occur more often among psychiatrists than almost any other group of medical specialists, that is, the problem of terminology. It often arises in our own hospital, at staff conferences and within our group we tend to consider the manic depressive type depressions as endogenous and, of course, the diagnostic term "manic depressive psychosis" implies that these are psychotic depressions. On the other hand the term "neurotic depressive reaction" is the one which, for official purposes, is applied to depressions of the so-called exogenous, reactive or psychoneurotic type. These are usually the non-psychotic or "neurotic" depressions. I think we will all agree, though, that the manic depressive type of depression may well be so mild that the designation "psychotic de-. pression" is unwarranted, whereas we certainly see patients diagnosis "neurotic depressive reaction" who are totally incapacitated by their illness and acutely suicidal. It is quite reasonable that they should be called psychotic depressions. For statistical purposes we may be required to use a specific diagnostic terminology, which may not really fit into our own concepts of mental illness and its treatment. Division of depressions in psychotic and non-psychotic types is useful and practical but these terms are not contained in the International Classification of Diseases,which we use in Ontario. THE CHAIRMAN; Dr. Gunn might have recalled the case of Kraepelin's manic depressive lady whose first episode followed the death of her husband; the next the death of her dog and the third the death of her budgie bird. It seems to me these people will always tell you why they are depressed and, frequently, if you try to treat their depression by changing what they tell you is wrong-I need a new job, a new wife or what have you-they are back on your doorstep later with something else. Of course, with the new drugs they come back and say that it is nice to be back at this job again.
DR. O'REILLY; I could answer this way. I do not think changing a patient's job or changing a husband is going to solve the problem. You have to change the patient. You have to change his approach to life and, to use Freudian terms, give him better ways and means to handle the situation, lower his anxiety. Patients come to us because their anxiety is disorganizing them, they are unable to handle their environment, therefore you have to help them develop newer and better means of dealing with stress. Changing the job, I would suggest, is not the answer at all; it is changing the patient.
I do feel that with adequate psychiatric care we can ameliorate their depressive episodes and help them considerably. We have found something-or we believe we have found something-and we are analysing the data; we will have a five year follow-up at Moose Jaw and then we will know better whether we are right or wrong.
DR. K. A. YONGE: Returning to the matter of agitation, I think the difficulty in placing the agitated depression is clarified by applying Doctor Cattell's distinction-distinguishing between traits on the one hand and states on the other; or using other terms, distinguishing between symptoms and syndromes.
We recognize that there is an anxiety state or syndrome while anxiety can present merely as a symptom, as a feature of any state. Similarly, there are depressive symptoms which may appear in any state as distinct from depressive states or syndromes where depression is the essential feature.
The agitated depression can be conceived of as a depressive state or syndrome with what I prefer to call secondary anxiety. In the retarded depression the individual meets the situation passively by surrender. He gives up. Most of his symptoms can be described in terms of giving up, of slowing down. There is a loss of vitality. By precise definition, depression is the loss of vitality. In an agitated depression, on the other hand, the individual does not give up but struggles, experiencing a great deal of secondary anxiety. He has severe anxiety symptoms yet his state is essentially a depressive one with the anxiety, however distressing, as secondary.
DR. G. BRAM: I was very pleased to hear what Dr. Yonge had to say. In many cases I think agitated depression, supposed agitated depression, is a manifestation of a depressive state and here I would agree with Stengel who says the drugs help to make a more subtle diagnosis of depressive states. I personally have found some cases where I was not certain about the diagnosis and if one gives the patient a phenothiazine such as trifluoperazine for a week, the picture becomes much clearer, and often what one labelled at first 'as agit:ated depression turns out to be severe anxiety, and depression is only a symptom. Naturally, the majority of the cases are agitated depression.
DR. R. B. CATTELL: In addition to the factors of depression and anxiety, one does get very clearly in this dimensional approach the dimension of excitement versus torpor. It shows in such manifestations as the magnitude of standard galvanic response and various measures which would be considered measures of excitement. I feel, semantically, we are caught here in a trap in considering all kinds of excitement to be due to anxiety. Is it not possible that what we have here is not even a dual thing but a trinity of factors-de.pression, anxiety and, for some reason, a high level of this excitement or torpor?
DR. GODDARD: Mr. Chairman, I have had very much the experience that Dr. Schiele mentioned in the past' twentythree years. I am now running into patients that I felt years ago were neurotic depressions and I had treated them and felt that they should lead a useful and comfortable life. Then in the next twenty years or so I have found they have returned time after time with very much the same symptomatology and syndromes. Now there is a neurotic depression in some aspects at least, and in some of these cases in the twenty-five years I have had to certify them to a mental institution because of the severity of the symptoms.
If we want to have an on-going research study it has to be long-term, in which case over a period of years you have to adjust your own thinking and adapt to changes because you are going to find people you said you knew were neurotic depressions. They then go on to change and you have to have a changing idea yourself as to what your own feeling is, your own bias, and in making your own diagnosis.
The thing that is most important, I think, is that we in psychiatry as in medicine and surgery are particularly interested in one aspect of the patient, and that is getting him comfortable. Consequently we do have to treat symptoms. I think it is the most important aspect of our understanding in the treatment of the patient as soon as we can get them comfortable and start treating them and their problems and their personality disorders. This is one of the reasons for our meeting here today-to see if we can come to some common understanding about anxiety and depression so that we can get the patient comfortable and then treat him on a long-term basis with psychotherapy if possible.
I have not any magical formula for anyone here -simply that one's own judgment is as important as anything you can get out of the literature, including nomenclature and standard classification of diseases. I think you have to accept what you see, and if you see anxiety, then as long as you know what you feel the anxiety is, you treat that. If you see depression, then you treat the depression.
If you see agitated depression, you know this is just a little bit more severe than an anxiety with depression.
So I think no matter what the ultimate diagnosis, you still have to make your own clinical judgment and treat each patient individually.
